peared to be compressing the nerve and was evacuated by incising the nerve sheath with a sickle knife (figure 2). The vasa nervorum continued to ooze upon decompression, but hemostasis was achieved easily with topical epinephrine.
The nerve was further decompressed proximal to the hematoma and distal to the stylomastoid foramen (figure 3) . It was grossly intact and stimulated well at 0.7 milliamps; however, an area of neuropraxia was evident at the pyramidal bend. No noticeable improvement in the patient's facial nerve function was seen during the immediate postoperative period.
Paralysis of the right face persisted 1 week after surgery. Follow-up at 15 weeks demonstrated improved A 45-year-old man with a history of sudden bilateral hearing loss presented for cochlear implantation. The procedure was performed in the usual fashion and without any apparent intraoperative complications. Upon recovery in the postanesthesia unit, the patient had complete right facial paralysis (House-Brackmann score of VI/VI). The paralysis failed to improve with the administration of steroids, and after several hours the patient was returned to the operating room for exploration.
Bone overlying the facial nerve was intact. Bone was removed from the previously skeletonized mastoid portion of the facial nerve, and a hematoma was found within the nerve sheath ( figure 1) . The hematoma ap- Facial nerve injury with resulting facial paralysis is perhaps the most feared complication of middle ear and mastoid surgery, even though its incidence in such surgery is less than 1%. 1 We describe a rare case of complete hemifacial paralysis caused by hematoma within the sheath of the facial nerve after mastoidectomy.
A database search of the English-language literature revealed few reports of intrinsic nerve sheath hematomas causing compression and impairment of nerve function, especially in cranial nerves. 2, 3 Similar cases involving both spontaneous and traumatic hematomas occurring within the median nerve sheath have been reported, but none is related to thermal injury or vibration from drilling, our presumption of the mechanism in our patient since the overlying bone was completely intact. [4] [5] [6] Despite the absence of direct trauma to the facial nerve, the function of the mimetic musculature was still compromised.
Our complication occurred despite proper operative technique with generous irrigation, preservation of bone around the nerve, and care in keeping the shaft of the bur away from the facial nerve during drilling. We believe that early decompression was the correct treatment for this unexpected complication. 
